leading, 71 grams protein and 1,956 calories might seem to be a reasonable intake, whereas, when related to intake per kg. only those receiving the supplement reached the desired levels.
(3) There is variation in weight-loss. (a) Case S. Z. showed no weight-loss and in this patient the negative nitrogen phase was of very short duration, despite the fact that the supplement provided little extra protein. Was it then that the protein given was available because of the sufficiency of calories from other sources, and that the caloric intake was adequate for weight to be maintained? (b) Similarly, was the much shorter duration of weight-loss in J. K., as opposed to that in H. B., due to his receiving an adequate caloric intake rather than to his extra protein intake? (c) There is little doubt that the low intakes in H. B. and N. Mc. following anaesthesia did much to bring down their average intakes, whereas in J. K. and S. Z. the supplements were acceptable and well tolerated in the post-anaesthetic period and did much to maintain average intakes at a higher level.
Any form of therapy which will hasten recovery and shorten the duration of hospital stay is important. I believe that adequate nutrition is such a form of therapy. [1] [2] [3] [4] [5] [6] , I have made another study of the problem. This investigation has been limited to the superficial tissues of the region, no attempt has been made to examine the deeper parts of the external sphincter, or the levator ani.
Milligan, Morgan et al.
[5, 6] described a depression occurring between the internal and external himorrhoidal plexuses which is apparent on clinical examination or at operation. The depression is found at the mucocutaneous junction where stratified squamous epithelium changes to stratified transitional epithelium; this is the line of the anal crypts. They ascribed the depression to the attachment of the longitudinal muscle of the rectum to the mucocutaneous junction and called this the anal intermuscular septum because it passed between the internal and subcutaneous external sphincters. It was said to divide the space between epithelium and muscle into two portions; the upper or submucous space contained the internal hwmorrhoidal plexus, the lower or perianal space contained the external haemorrhoidal plexus. The perianal space was bounded medially by the anal intermuscular septum and laterally was continuous with the ischiorectal fossa. Academic anatomists have described neither the inter-hiemorrhoidal groove nor the anal intermuscular septum. The groove is not visible in preserved tissue because the veins of both haemorrhoidal plexuses are empty. In order to study this region in a state resembling the living, I have injected the submucosa and subcutaneous tissues of specimens with saline before fixing them in formalin. This distends the submucosal space and renders the inter-hxmorrhoidal depression readily apparent.
Longitudinal sections were then made by routine histological techniques.
The results of this investigation are shown in the photograph of one of the specimens (Fig. 1 ) and in the illustration (Fig. 2) which is a diagrammatic representation of the anatomy found in all the specimens. Milligan, Morgan et al. described the subcutaneous external sphincter as forming the lower one-third of the muscular wall of the anal canal. The present study confirms the views of the academic anatomists who have shown that the internal sphincter forms the entire muscle wall of the canal. I have also verified this clinically at operation by biopsy of the muscle ring which presents at the anal margin. On 8 out of 9 occasions the section has shown the tissue to be smooth muscle of the internal sphincter. The groove or depression between the hwmorrhoidal plexuses is seen to be caused by fibrous tissue from the sheath of the internal sphincter passing out to be inserted into the mucosa of the anal crypts. I have called this fibrous tissue band the mucosal suspensory ligament. It forms the upper and medial boundary of the space which Milligan, Morgan et al. termed perianal but which I prefer to call marginal, because part of it is found within the anal canal. The marginal space, containing the external himorrhoidal plexus, is bounded laterally by the insertion of the longitudinal muscle into the perianal skin. This description explains the clinical observation that perianal abscesses and haematomata dc not spread into the ischiorectal fossa as we should expect were the views of Milligan, Morgan et al, [5, 6] correct.
